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40 West Franklin Road, Suite I
Meridian, ID 83642

RE: Communicare, Inc #8 Lincoln, Provider #13G062
Dear Mr. Whittemore:

This is to advise you of the findings of the Medicaid/Licensure survey of Communicare, Inc #8
Lincoln, which was conducted on September 17, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how you
will ensure correction for all individuals potentially impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring
will be done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.

5. Include dates when corrective action will be completed. 42 CFR 488 .28 states ordinanly
a provider is expected to take the steps needed to achieve compliance within 60 days of

being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions, which require construction, competitive bidding or
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other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
October §, 2010, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at:

www.lefmr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by October 5, 2010. If a request for informal dispute resolution is
received after October 5, 2010, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at {208) 334-6626.

Sincerely, .
k&--(ﬁi‘fjﬁt»u@,\ e ey
BARBARA DERN NICOLE WISENOR

Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
BD/srm

Enclosures
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' and communicable diseases. | location are easily lost and/or
| : damaged. “Pencil’ boxes for the
| storage of toothbrushes in grooming
. This STANDARD is not met as evidenced by: | kits have already been purchased and
' Based on observation and staff interview, it was | are now being used.
. determined the facility failed to ensure infection ! )
“control procedures were followed to preventand | | Identifying Others Potentially Affected:
- ¢ontrol infection and/or communicable diseases - All others at this |ocation are
: for 2 of 8 individuals (Individuals #3 and #5) ¢ potentially affected.
"residing in the facility. This had the potential to |
- provide opportunities for cross-contamination to . System Changes: A new protective
occur between individuals and negatively impact . storage device system has been
. their health. The findings include: ~ | ' implemented.
- 1. An environmental review was conducted on i Monitaring: This is an ideal
- 9/15/10 from 2:15 - 2:35 p.m. During that time, ‘ opportunity for one of the individuais
the following issues were noted: ! who lives in Jerome to learn more
! ‘ - about checking for sanitation. As a
- Individual #3's grooming kit contained an - weekly assignment, this individual will
“uncovered toothbrush stored with an electric i check all grooming kits to make sure
“razor and a hairbrush. ' storage containers are in piace and
. : are being used properly in all
" - Individual #5's grooming kit contained an i
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Any deficiency staterment ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated abowve are disclosable 90 days
following the date of survey whether or not a pfan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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: uncovered toothbrush stored with two
- hairbrushes.

| The leadworker, who was present, stated she
would correct it and placed the toothbrushes in
zip lock bags.

The facility failed to ensure Individual #3 and
Individual #5's toothbrushes were stored in a
sanitary manner.

1

W 455!/  grooming kits. A checklist system will
o be developed so that this individual,
under staff supervision, will follow a
specific procedure to inspect all
grooming kits and report any problems
to the Assistant QMRP (house
manager) for correction. The AQMRP
will monitor this system.
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